whether to institute drug therapy. The early phenomena of malignant hypertension, cardiac asthma and hypertensive fits are absolute indications.
The most important function of the doctor is to rid his patient of fear. One of the most evil consequences of this erroneous hypothesis that hypertension represents a disease sharply distinguishable from normality and that patients have it if their pressure exceeds, say 150 systolic, is that patients are all too frequently frightened by their doctors because their arterial pressure exceeds an arbitrary value. This false hypothesis was resuscitated a few years ago, but I am glad to say that the evidence for it has not withstood critical examination and it is now quite unsupported by evidence. Nevertheless, its adherents still cling to it to the detriment of their patients' welfare and happiness. It The objectives of treatment of patients suffering from raised blood pressure fall into three categories: (1) Reduction in blood pressure, (2) relief of symptoms, and (3) prevention of the complications of hypertension. Patients with hypertension fall mainly into two groups: the younger patient, in whom comprehensive hospital investigation is obligatory, and the elderly patient, usually with a mild degree of hypertension, who is mainly treated by the general practitioner. In elderly patients the relief of symptoms may be of more importance than the achievement of normoten-sion, and indeed the latter procedure may bring its own hazards. Hypotensive regimes which may be highly satisfactory in hospital are not always best suited to the ambulant patient who must earn his living. The occurrence of side-effects, or inconvenient therapeutic regimes, may result in alternative choices of drugs for domiciliary use; drugs particularly suitable and convenient for use in general practice are guanethidine, methyldopa, reserpine and derivatives and the oral diuretics, either singly or in combination. With these drugs it is usually possible to obtain some hypotensive effect.
Reduction in BloodPressure
The flrst criterion of successful hypotensive treatment is a reduction in blood pressure readings. The extent to which a hypotensive effect can be achieved in ambulant patients in general practice is illustrated by three trials which have been undertaken by the General Practitioner Research Group, involving a total of 175 cases of hypertension. In the first trial the effect of methoserpidine was measured in 55 patients over a period of four months. The results achieved are shown in Table 1 .
As the average figure will be influenced by the number of patients in whom there was no fall in blood pressure, for a full assessment of the hypotensive action of this drug it is also necessary to know the proportion of patients in whom blood pressure fell. Of all the patients treated, at the tenweek period 71 % had experienced a fall of diastolic pressure of 10-15 mm Hg, and this included 37 % of the total who had experienced a fall of 20 mm Hg or more.
The next trial concerned the use of a new oral diuretic, polythiazide, which is claimed to have a specific hypotensive effect. There were 65 patients in this trial: polythiazide was the sole treatment in 35, of whom 30 had not previously been treated; in the remaining 30 patients, polythiazide was given with reserpine, 17 being already under treatment with reserpine. Fig In all these trials the level of side-effects was acceptable: with methoserpidine 69 % of patients experienced no side-effects; with polythiazide the figure was 62%, with guanethidine it was 72% and with guanethidine-cyclopenthiazide 68%. It appears therefore that these agents are all capable of lowering blood pressure to varying degrees in most cases, and guanethidine is clearly one of the most effective.
ReliefofSymptoms
The presenting symptoms, which led to the diagnosis of hypertension, were recorded in the methoserpidine and polythiazide trials (110 patients) and are listed in Table 2 . A few patients had defaulted at this stage, but all except 3 of the polythiazide-treated cases (87 %) had achieved falls in diastolic pressure. In the patients treated with a combination of polythiazide and reserpine a further hypotensive effect was achieved in some 60 %. In over half of these patients this was additional to the effect already achieved with reserpine alone, indicating an enhanced action from the combination. The majority of falls in diastolic blood pressure were of moderate degree (10-20 mm Hg), and large falls were achieved in only a small proportion of patients.
The final trial consisted of a comparison between guanethidine and guanethidine with an oral diuretic, cyclopenthiazide; 52 patients were treated for four weeks with guanethidine and for four weeks with guanethidine-cyclopenthiazide. The order of giving the drugs was alternated from patient to patient. Fig 2 shows the diastolic falls achieved.
Considerably larger falls in blood pressure were achieved with guanethidine and there was a somewhat enhanced effect with the combination in comparison to guanethidine alone. These figures refer to the changes in blood pressure in the upright position; blood pressure was also measured in the supine position to see whether the combination would result in better control in this position--than-_idi alone, but in fact the results were very similar to those recorded for the upright blood pressures. The two commonest symptoms were headache (36%) and vertigo (33%), followed by dyspncea (12%) and lassitude (5%). The other symptoms were relatively few, and only 2 % of patients were diagnosed as a result of routine examination when hypertension was unsuspected. Although it has been said that many of these symptoms are not caused by hypertension, nevertheless, it was because the patient complained of them that this diagnosis was made. In the methoserpidine trial, 57 % of patients obtained complete relief of symptoms, and a further 20% obtained partial relief. The total gives a very simijar result to the number of patients (78 %) obtaining a hypotensive effect from the drug. Although individual symptoms were not recorded in the guanethidine-cyclopenthiazide trial, somewhat similar figures were obtained, since with guanethidine alone, 72% of patients obtained relief of symptoms, as compared to 87 % with guanethidine-cyclopenthiazide. In the polythiazide trial, the relief of individual symptoms was recorded as shown in Table 3 . These figures are very similar to those for the previous trials (total 72 %). The best relief of symptoms was obtained in dyspnoea, followed by headache and then vertigo. From these results, it appears that the proportion of patients obtaining relief of symptoms was very similar to the proportion of patients in whom a hypotensive effect was achieved, although it cannot be said whether this was cause and effect, or due to some specific action of the drugs. However, in view of the varied nature of these drugs, it seems unlikely that they would be capable of relieving such a variety of different symptoms and it seems reasonable to conclude that this relief of symptoms was in fact caused by the falls in blood pressure.
Results ofLong-term Treatment
The third objective of treatmentthe prevention of the complications of hypertensioncan only be considered in the light of hypotensive treatment carried on over a number of years. This must also be viewed in the light of the maintenance of effect of such treatment and the continued relief of symptoms over lengthy periods. Only then can it be determined whether such long-term therapy is justified in ambulant patients. Unfortunately, it is probably impossible to compare two series of treated and untreated cases, since it is unlikely that denial of hypotensive treatment can be justified in the present state of medical knowledge. It has been my conviction that such treatment is beneficial, and therefore I have given it to all suitable cases in my practice. I can only illustrate this last point by considering some representative case histories, taken at random from my files, of patients who have been treated for periods of up to ten years.
The data concern 17 patients who have been treated with hypotensive drugs, in the early stages with reserpine and latterly with guanethidine, with or without the addition of oral diuretics. For comparison, records of blood pressure readings taken up to six years before treatment were available for 9 of these cases. Fig 3 shows the mean of the blood pressure of all these patients, recorded at half-yearly intervals.
There was a tendency for progressive increase in blood pressure before treatment, and a decline after treatment had been started. Two patients in whom blood pressure control was unsuccessful are included in these figures. It is clear from these patients that a hypotensive effect can be maintained by means of drugs over periods of many years. However, to what extent such treatment may be beneficial to the patient is harder to decide. Of these patients all except 2 achieved satisfactory and continuous relief of symptoms, with recurrence when blood pressure control was inadequate. In 2 patients, who defaulted and omitted treatment, cerebrovascular accidents occurred which were associated with rises in blood pressure. Unfortunately, I have no records .L -_L _L -of the incidence of such complications in untreated cases, but clearly it is hazardous for the patient to omit this treatment when it has been started.
As in all branches of therapeutic practice, the advantages of therapy must be weighed against the disadvantages and the general practitioner will usually have to face this decision when dealing with an older patient with a moderate degree of essential hypertension. It may well be that in symptomless cases, sedation is all that is required, unless the blood pressure rises precipitately or symptoms develop. In other cases, hypotensive drugs are probably best reserved for those patients in whom symptomatic relief cannot be obtained by simpler methods, but this will entail constant supervision to ensure that adequate therapy is maintained.
Dr H TN Sears (Holmes Chapel, Cheshire) From the general practitioner's point of view, hypertension is largely a condition that requires management, and one must beware of embarking on a course of treatment that might be either unnecessary or potentially dangerous to a patient who only requires supervision, reassurance or a sedative. Sir Maurice Cassidy once said that a sphygmomanometer in a general practitioner's consulting room could be a dangerous instrument, if used unwisely. Many of us must have met patients who have been told that they have a 'touich of blood pressure', and yet we find that they are normotensive when we examine them.
The question of when a patient can be diagnosed as suffering from hypertension is a controversial point: in thirty-three published series no less than fourteen different diagnostic criteria, or combinations thereof, have been employed. Hypertension is described as being both common and uncommon, and its prevalence is stated to vary from 5 % to 25 %. Similarly, there has been disagreement about the effect of primary hypertension on survival; in different control groups of patients followed for approximately ten years, this has been reported as varying from 12% to 91%.
With considerable variations of blood pressure readings in normal people, and fluctuation from day to day under different conditions, it is difficult for the general practitioner to define the limits of normality. Most people would agree, however, that elevation of the basal blood pressure above 145/90 usually implies hypertension.
It must be emphasized that the basal blood pressure is that obtained when the patient is com-pletely relaxed and under no stress. More significance is attached to the level of the diastolic pressure, and severe hypertension is usually diagnosed when this is 120 or higher. It is generally accepted that there is a difference between 'casual' and 'resting' blood pressure readings. It should be the practice, in border-line cases, to make the diagnosis of hypertension only on the basis of several elevated resting observations.
In the United States much work has been done on blood pressure readings recorded at hospital and those obtained by the patient himself at home. It has been found that the average home readings are 30 mm Hg lower for the systolic and 15 mm Hg lower for the diastolic pressure. The assessment of the results of treatment on patients with severe hypertension is made on an average of the home recordings and this may account for the fact that on the whole the Americans seem able to achieve better results, judged by sphygmomanometer readings, than we do in this country.
One has to acknowledge the difficulty of an arbitrarily fixed figure above which level hypertension is diagnosed. Having agreed, however, that this is necessary for uniformity of diagnosis and assessment of results of treatment, one has to take into consideration many other factors such as age, sex and the emotional state of the patient. A 70year-old person with a pressure of 200/110, or a menopausal woman who has a mild labile hypertension, causes little anxiety. How-ever, much greater importance is attached to casual elevated readings in the 40-year-old man, and particularly so in younger people and in children.
In few illnesses is it more obvious that there is a relationship between temperament and the presence and severity of symptoms. Many patients of placid temperament remain symptom free and a diagnosis of hypertension is made on a chance blood pressure reading taken, for instance, at the time of a life insurance examination. Throbbing headaches, or headaches described as being like a 'tight band', fatigue, dizziness, inability to concentrate and palpitations, are nearly always caused by anxiety whether there is an increase in the blood pressure or not.
The placid individual often has no subjective symptoms until some serious complication occurs. Particularly in these days of availability of potent drugs which affect the blood pressure dramatically, it is the general practitioner's prime task to try to evaluate the symptoms accurately and to realize that patients with the lower grades of hypertension rarely, if ever, have symptoms originating from this condition.
It has been show-n convincingly that elevated blood pressure is the important factor in producing arteriolar lesions in hypertensive rats, and that these lesions can be prevented by control of
